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Methods
This article stems from the two-year study "Ethnicity and Attitudes toward Advance Care Directives," which surveyed 800 individuals, age 65 and over, residing in and around Los Angeles. The sample included 200 self-identified members in each of four ethnic groups: African American, European American, Korean American, and Mexican American. In year one, attitudes about end-of-life decision making were elicited in face-to-face interviews by ethnically matched interviewers who used an extensive survey protocol. In year two, in-depth ethnographic interviews, two hours in length, were then conducted with ten percent (n = 80) of the original sample, in the individual's preferred language, by ethnically matched anthropologist consultants.8 These interviews were treated as conversations, that is, as coconstructed speech events (Gubrium and Holstein 1994; Mishler 1986).9 The excerpts quoted in this article are presented in their actual sequence and in question-and-answer format, rather than as a monologue, to emphasize their coconstruction by the interviewer.
A subsample in each ethnic group (n = 20) was selected for in-depth interviews by first creating a pool including only those individuals whose survey responses were typical for that ethnic group. In determining typicality, we paid attention particularly to dimensions of the survey on which the four ethnic groups showed statistically significant differences. Attitudes about patient autonomy were the core items of analysis, with a few additional items based on the unique response patterns for each ethnic group. Core items concerned physician truth telling 405 (Should the physician inform the patient about a diagnosis of metastatic cancer? About a terminal prognosis?) and medical decision making (Who should make a decision about the use of life-sustaining technology: the physician, family, or patient?). Of the 20 Korean Americans interviewed in depth, 18 were chosen from the typical case pool. Next, two atypical cases not in the pool were also selected to provide insight into the diversity within the Korean American sample.
One participant, Mrs. Hye-ran Kim, was a typical case. Her views represented those of the Korean American sample generally and were distinct from the views of the three other ethnic groups. Mrs. Kim's life story demonstrates how a familycentered approach to medical decision making is part of a broader Korean cultural pattern.10 Ideally, the roles and responsibilities of family members toward one another, rather than self-interest, constitute the paramount guide for moral action. Such values are modeled by parents to children, articulated as explicit principles of behavior, and reinforced through social sanctions to become an intrinsic part of one's character.
Mrs The qualitative methods used by many medical anthropologists, including the sophisticated analysis of life stories and other narratives, are frequently overlooked or dismissed as "merely anecdotal" by quantitatively oriented clinical researchers. Our use of a rigorous multimethod design,'3 however, made it possible to use narratives to explain an otherwise incomprehensible contradiction in the survey data: Although Korean Americans reported extremely negative attitudes about the use of life-sustaining technology (LST) for themselves, they were extremely positive about its use generally.'4 Mrs. Kim explains this paradox: Although she did not want to be kept alive by LST, she believed that it is her children's duty to make the decision for her. In her view, family members are obligated to protect patients from learning that their illnesses are life threatening and must strive to keep patients alive "even one more day."
Korean American Attitudes about Patient Autonomy
A summary follows of Korean American attitudes about patient autonomy, based on a quantitative survey conducted during the first year of the study (Blackhall et al. 1995). A stepwise multiple logistic regression analysis showed that ethnicity is the most significant factor to account for differences in attitudes about patient autonomy reported by the four ethnic groups. Ethnicity accounted for more 406 Table 1 ). Only 35 percent agreed that doctors should tell patients that they are dying (see Table 2 ). Table 3 ). (All differences cited above are statistically significant at the p < .001 level.) Contrary to stereotypes about Koreans, talking in advance about death, even their own deaths, is not completely prohibited. Elderly Korean Americans tend to accept death as a part of life: Virtually everyone we interviewed in year two of the study was a member of a mutual aid society (rotating credit union that functions as a burial society) and had already made funeral arrangements for themselves. But Korean Americans were the most likely of our study participants to agree that discussing death with a doctor could be dangerous to patients and that advance planning is not necessary because families will know what to do when the time comes (Murphy et al. 1996) . Table 4 ). Even among individuals who had knowledge of ACDs, Korean Americans were less likely than others to have an ACD in place. Of the 200 Korean Americans sampled in year one, only 20 had knowledge of ACDs, and of these, not one possessed a living will or a durable power of attorney (see Table 5 ).
The Case of Mrs. Kim: A Narrative Approach A narrative approach made it possible to clarify Mrs. Kim's decision-making preferences and practices. 16 We paid explicit attention to her use of Korean ethical principles or values such as tori (duty, literally, "the proper way of life")17 and hyodo (filial piety) through the stories she told about her experiences and expectations in health care settings. In Excerpt 1, for example, Mrs. Kim talks about her experience as a patient in which her family hid the fact of a cancer diagnosis. Seven years prior to the interview, Mrs. Kim discovered that she was having a vaginal discharge. She informed her youngest daughter-in-law about it and was taken to see a Western-style doctor who scheduled an operation.'8 Before the operation took place, a period during which Mrs. Kim was taking traditional Chinese medicines, her discharge stopped. Mrs. Kim's story makes the point that families should not
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inform a patient about a diagnosis of cancer, even though the patient is naturally curious. Her children, not she, were responsible for making the decision about her treatment. Seen against the background of the North American bioethics discourse on individual rights, Mrs. Kim's statement in the preceding excerpt is startling: "I am the one who is going to die; so I don't control the situation." Mrs. Kim appreciates the contradiction in wishing to avoid medically futile treatment while giving control to family members who are obligated to ask for it. But, she says, giving control to her family members is more important, that is, tori, "the right thing to do."
Excerpt
In Excerpt 6, Mrs. Kim elaborates on her views about the use of LST and ACDs. In common with other Korean Americans interviewed, Mrs. Kim expresses her willingness to accept death as a part of old age: "If I had such a terminal disease," she says, "then I would not have them use such treatment, since I have lived long enough." She further states that it is not good to sign an ACD in advance because the future cannot be known. She prefers her family to make any necessary decisions when the time comes. But before you said you wanted your family to decide. HRK:
Well, if I got a terminal disease, I would rather pass away sooner, but I don't know how my children would deal with the situation even if I put my signature on the papers you described.
Several important points are raised here: First, Mrs. Kim actually reconsiders her position and says she would sign an ACD. Second, she appears to be influenced less by the argument based on tori ("Don't you think that such decision making might be burdensome for your family?") than one based on patient autonomy ("Well, if I got a terminal disease, I would rather pass away sooner."). Third, and most important for an accurate analysis of her narrative, however, Mrs. Kim affirms that her views in this part of the interview are only hypothetical ("But I don't know how my children would deal with the situation even if I put my signature on the papers you described"). She expects her children to interpret their tori as a mandate for using LST regardless of any statement that she might sign in advance.
In Excerpt 8, the interviewer and Mrs. Kim discuss the general impermissibility of talking to a person about his or her death. Such conversations are necessary, of course, for implementing the Patient Self-Determination Act and for completing ACDs. Mrs. Kim, like other Korean Americans we interviewed, states that it is inappropriate to talk to a person about his or her death. But she is willing to discuss
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her own death in the interview because she draws a sophisticated distinction between "research" and "real life."
Excerpt 8 Int:
In order to use the paper that I mentioned, it is necessary to talk about death when the potential patient is still conscious and healthy. What do you think about this? HRK:
It is not good to talk about death in advance. Int:
Even for the old people? HRK:
I am also old. Although the person may be old, to talk on this issue in advance is not good. If asked to sign such papers, without knowing one's future, how could I sign them? Int:
Then you don't feel good talking about it with me? HRK:
Yes, that is fine. If it is about research and not real life, fine.
In Excerpt 9, Mrs. Kim is asked her opinion about how an ACD should be presented to a patient. She continues to speak hypothetically for purposes of the research interview, straddling a discourse of relationships (tori) or duty and a discourse of individual rights (patient autonomy). Mrs. Kim feels that the physician alone should offer the ACD. The document should be presented for her signature in a conversational style, in which her questions can be answered. End-of-life decisions are more than a matter of personal conscience in the Korean American community. Children who "decided to end their parents' lives" would be judged harshly. In the interview, Mrs. Kim points out that she may freely hypothesize signing an advance care directive limiting end-of-life treatment because she is confident that her children will not say, "Let my mother pass away." She expects them to override any limitation on treatment to which their mother may have agreed in the ACD. Koenig and Marshall (1994) argue that social scientists cannot "biopsy" attitudes or develop an "ethnic algorithm" that can be plugged into multicultural clinical situations and result in neat bioethical solutions. Every case is individual and circumstantial. Physicians need to negotiate with patients the treatments that will be acceptable for them, given a range of attitudes and practices within the patient's family and ethnic group. These negotiations require more than translation of autonomy-based bioethics policies across "language barriers" (Woloshin et al. 1995 
Implications of the Korean

